A 26 year man, a non-addict, was referred to us as he had a right sided spontaneous pneumothorax. His past medical history included surgery done at the age of 12 years for bilateral inguinal hernia and aphakia of both eyes. On physical examination there was elasticity of skin over the abdomen. Cardiac examination revealed a systolic murmur over the apex.
CASE 2
A 34 year man, an engineer and nonsmoker, was referred to us to rule out drug resistant tuberculosis because of worsening of his lesions on the chest radiograph. He had symptoms of dry cough and dyspnoea for the past five years and he was treated with varying courses of antituberculosis treatment in view of the upper lobe lesions, which were progressive.
On physical examination he was a tall individual with a wide arm span and a high arched palate. There was grade 2 clubbing. On auscultation there were bilateral crepitations. On investigation baseline blood tests were within normal limits. Chest radiography revealed the presence of bilateral upper lobe fibrosis with hyperinflated lung fields (fig 3) . Sputum stain and culture for acid fast bacilli were negative. HRCT demonstrated the presence of fibrosis, cavities in the upper lobes, with the presence of an aspergilloma in the right upper lobe. In addition there were bilateral bullae in the rest of the lung fields (fig 4) . Two dimensional echocardiography revealed the presence of mitral regurgitation and mild pulmonary hypertension. Radiography of both hands (fig 5) was done to calculate the metacarpal index (MCI), which was 8.6 (n-MCI = 5.4 to 7.9). A n 80 year old woman was investigated for palpitations, dizziness, and episodes of syncope. The electrocardiogram (ECG) showed atrial fibrillation. Twenty four hour Holter recording revealed atrial fibrillation throughout with intermittent pauses of more than 6 seconds. A ventricle (paced) ventricle (sensed) inhibitory and rate responsive (VVIR) pacemaker was inserted. However the patient continued to be symptomatic with episodes of dizziness and presyncope. Her ECG (see fig 1) is shown and the subsequent 24 hour tape revealed similar findings. A 27 year old white man with no significant past medical history presented with progressive malaise and fatigue for one month. Two weeks before admission he had developed a cough productive of yellow-green sputum. He had also noted fevers as high as 104.9°F (40.5°C) with chills and rigors. The patient reported unintentional weight loss of approximately 20 pounds (9 kg) over the preceding six months. He worked as a computer technician, had a 10 pack year history of smoking, with modest alcohol intake and no illicit drug use. There was no history of exposure to animals or birds.
QUESTION

PHYSICAL EXAMINATION AND LABORATORY EVALUATION
On admission he was febrile to 102.1°F (38.9°C) with a pulse of 100 beats/min, blood pressure of 122/66 mm Hg, and a respiratory rate of 20 breaths/min. Oral examination was significant for poor dentition. Chest examination revealed dullness to percussion in the left base and crackles in the right mammary region. No clubbing or lymphadenopathy were present. The remainder of the physical examination was unremarkable. Laboratory testing revealed a white blood cell count of 16.6 × 10 9 /l, with 85% segmented neutrophils, lymphocytes 7%, monocytes 5%, and eosinophils 2%; packed cell volume of 0.36, and a platelet count of 437 × 10 9 /l. Serum chemistries and liver function tests were all normal. Serology for HIV and tuberculin skin testing were both negative. A posteroanterior and lateral chest radiograph showed a large right hilar mass and right middle lobe infiltrate with a left pleural effusion (fig 1) . On chest computed tomography the mass was 3 × 3 cm in size with associated perihilar adenopathy. A small left sided pleural effusion was also noted (fig 2) .
CLINICAL COURSE
The left sided pleural effusion was aspirated and found to be an exudate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . with a protein of 43 g/l, lactate dehydrogenase of 720 IU/l, pH of 8.13, and 10.8 K/mm 3 white blood cells (36% neutrophils, 46% lymphocytes, and 18% monocytes). Gram stain of the pleural fluid was negative for micro-organisms. Cultures of the pleural fluid were also negative. Fibreoptic bronchoscopy revealed a fungating mass occluding the right middle lobe bronchus. Bronchial washings and endobronchial biopsies showed Gram positive bacilli that were weakly acid fast.
QUESTIONS
(1) What is the diagnosis? (2) What is the most appropriate therapy for this patient? A 55 year old woman, suffering from osteoarthritis of the knee joints, presented with sudden worsening of pain for two months. The pain in the knee joints had gradually increased over the last 10 years. At the time of presentation the patient was severely incapacitated and could not walk without support. There was no history of trauma.
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On clinical examination, there was diffuse swelling around both the knee joints. A distinct swelling was also present in the region of upper one third of the tibia on both sides. There was generalised tenderness around the knee joints. About 15 degrees of apparent varus deformity on standing and five degrees of flexion deformity on lying down was also present. Painless mobility waspresent at the level of the tibial swellings. Radiographs of both lower limbs were taken and are shown in fig 1. 
QUESTIONS
(1) Describe the radiographic findings. 
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